Experience 
thrombosis faces not only early pain and edema and the risk of pulmonary embolism, but also the late possibility of chronic deep venous insufficiency. This risk of long-term sequelae varies from 50 to 90% for untreated patients, and may be as high as 60% for patients adequately treated with anticoagulants alone. 4 Furthermore, although intraoperative pulmonary emboli have occurred, their incidence is certainly less than 3%13 and only two fatalities have been reported. ' Thus it appears that both objections have little basis in fact.
Two years ago the results of iliofemoral venous thrombectomy in a small group of patients were compared with the clinical outcome in a similar group managed conservatively. 13 It was concluded that surgical therapy was superior to medical mangement in the relief of early morbidity and was equally as effective in the prevention of pulmonary embolism. These early results also suggested that the surgically treated patients did better in relation to long-term venous insufficiency. During the ensuing 2 years the surgical series has almost tripled, and the results are presented here.
Clinical Material A total of 47 patients have been treated surgically for iliofemoral venous thrombosis (table 1) . Two proximally situated thrombus. The distal progress of the catheter is frequently impeded by valves which may be damaged by forcible manipulation. Distal thrombus is most easily extruded by vigorous, orderly massage, working from the ankle to the groin. For this reason the complete extremity should be included in the operative field. Fogarty and Hallin have also described a technique for temporary proximal caval occlusion,21 but this has seemed unnecessary on the bases of both previous experience and theoretical grounds.9 It is occasionally necessary to apply a clip to the vena cava prior to thrombectomy, and care must then be taken to avoid disrupting the clip by inserting the balloon catheter too far proximally.
It is important to achieve good bidirectional flow at operation, and so it is well to remember that 81% of patients have a valve above the inguinal ligament22 which must be made temporarily incompetent before proximal patency can be evaluated. Recent evidence suggests that back-bleeding alone may not be a completely reliable indication of total removal of proximally located clot.9 Loss of blood during this procedure is insidious but significant, and blood for transfusion must be available. Finally, drainage of the wound is important, considering both the lymphatics severed at operation and the postoperative use of anticoagulants. [LIOFEMORAL VENOUS THROMBECTOMY the only true postphlebitic syndrome encountered. The other failure had had a preoperative pulmonary embolus, for which a caval clip was applied at the time of thrombectomy. He had an excellent result for 4 months, but then suffered recurrent thrombosis which was conservatively managed and he now has peripheral edema requiring continuous elastic support.
Four patients with phlegmasia cerulea dolens are included in this series. Two were admitted with established venous gangrene. One of these, with symptoms for 16 days, had a poor operative result and ultimately required a below-knee amputation. In the other, with preoperative pulmonary emboli, a caval clip was applied at the time of a surgically successful thrombectomy, but nonetheless a below-knee amputation due to pre-existing gangrene was required. A third patient had had symptoms for 10 days without established gangrene. However, his thrombus was too well organized to be fully extracted at the time of surgery. He represents not only an early failure, but also a late death from massive pulmonary embolism which occurred 10 weeks after thrombectomy and almost immediately after long-term anticoagulation was discontinued. One patient in this group has had an excellent result.
Of the 11 postoperative phlebograms, nine were grossly abnormal. Among these nine patients there were no excellent clinical results. Clinical results of five were satisfactory and of four were failures. Two phlebograms were normal; one patient had an excellent and the other a satisfactory clinical outcome.
Five patients had preoperative pulmonary emboli. One had an excellent result. Of the other four, previously discussed, there were two operative deaths, one failure with phlegmasia cerulea dolens, and one failure because of recurrent thrombosis 4 months after thrombectomy.
Among three patients who received no postoperative anticoagulants and one whose anticoagulants were discontinued after 5 days, two had an excellent response, one was satisfactory, and one was considered a failure.
Postoperative complications are presented Circulation, Volume XXXVII, May 1968 The importance of achieving good bidirectional flow at operation is emphasized by the 50% failure rate among cases in which this was not accomplished, compared to a 6% failure rate among those in which it was achieved. Finally, it is generally true that the success of this operation is predicated upon the use of anticoagulants. However, our small experience, and that of others," 16 with patients in whom this adjunct was necessarily omitted suggests that satisfactory results can be obtained even if anticoagulants cannot be used after operation.
